Transgender women (TW) with Severe Mental Illness (SMI) are one of the most vulnerable and most difficult to engage in order to receive medical attention population, raising major challenges in their treatment of adverse health conditions. A retrospective chart review was carried out to identify TW with SMI attended by the "Programme for the Psychiatric Care of the Homeless Mentally Ill" in Spain from June 2015 to June 2018. During the study period, 235 patients with SMI received psychiatric care, of which only 3 (1.3%) were TW. Sociodemographic and clinical variables of these patients are described. We conclude that TW with SMI suffer significant levels of discrimination, stigma, and physical violence. This stigma plays an important role in limiting the opportunities and access to resources in a number of critical domains (e.g., medical care, disability certificate, accommodation in shelters) while continuously having a detrimental effect on their mental health. Forced migration in TW with SMI, must be specially considered. In addition homelessness and social exclusion are structural risk factors for HIV in TW with SMI. Social, health and psychiatric care may moderate the effect of stressors on mental health, reduce social isolation, and build social networks.
Introduction
Transgender women (TW) face many challenges in society including accessing and using healthcare systems. Little is known about the specific mental health service needs and concerns of TW in this regard. Studies investigating the prevalence of psychiatric disorders among transgender individuals have identified elevated rates of psychopathology [1] . Research has also provided conflicting psychiatric outcomes following gender-confirming medical interventions [2] . TW with Severe Mental Illness (SMI) are one of the most vulnerable and most difficult to engage in order to receive medical attention population, raising major challenges in their treatment of adverse health conditions [3] [4] . The criterion for designating an individual as having an SMI is established by the United States' National Institute of Mental Health (NIMH), [5] which defines this social group as: "A group of heterogeneous individuals, who suffer from severe psychiatric illnesses, identified by mental illnesses of prolonged duration, which involve a variable degree of disability and social dysfunction, and which have to be attended to with various social and health resources in the psychiatric and social health care network".
The main objective of the study was to evaluate the sociodemographic and clinical profile of TW with SMI attended by the "Programme for the Psychiatric Care of the Homeless Mentally Ill" in Spain. The criterion for designating an individual as a homeless is established by the European Federation of National Organisations Working with the Homeless (FEANTSA) based on ETHOS (European Typology of Homelessness and Housing Exclusion) [5] . It states the following: "People who cannot access or retain adequate accommodation that is adapted to their personal situation, that is permanent, and that provides a stable living environment, either due to economic reasons or other social barriers, or because they have personal difficulties with leading an autonomous lifestyle".
Materials and Methods
This observational naturalistic study was done in the Mental Health Street Team of Madrid's "Programme for the Psychiatric Care of the Homeless Mentally Ill" in Spain. The abovementioned Programme provides social, health and psychiatric care for all adult homeless people in the municipality of Madrid (Spain) with SMI, and who for various reasons are not being monitored by the standard mental health network [3] [4] . We followed the criteria of the FEANTSA based on the ETHOS to categorise a person as homeless [6] . We used the criteria of NIMH to define SMI [5] .
The sample study was selected from a total of 235 patients who had completed the Baseline Assessment Protocol (BAP), which is given to all subjects when they are included in the above mentioned Programme, and includes the following socio-demographic and clinical variables: year of birth gender, nationality, place of origin, type of living environment before homelessness, years of evolution of homelessness, typology of homelessness (according to ETHOS), educational lev-el reached, best profession reached, labor situation, income sources ,health coverage, disability certificate, civil incapacity, victim of violence, co-morbidity with a history of substance use, Comorbidity with HIV, co-morbidity with severe somatic disease, main psychiatric diagnosis (according to ICD-10), years of evolution of the mental illness, form of evolution of the mental illness, previous contact with mental health services, previous psychiatric hospitalisation, disease awareness, attitude towards pharmacological treatment, severity of mental illness.
For this study, the BAP of the Programme was used to identify the transgender patients. At the first step, the BAP for the period June 2015-June 2018 was screened to identify all the transgender patients who received health and psychiatric care in the Programme. All patients were assessed with the variables present in the BAP, which includes extensive information on sociodemographic and clinical variables. Only TW cases were taken up for the study. For each subject, an anonymized form was filled in by each patient (generating an anonymized database). This study was performed with the approval of the Clinical Research Ethics Committee of Madrid's Clínico San Carlos, in compliance with all the requirements of the Declaration of Helsinki, and Spanish legislation on data protection. Descriptive statistics were used to analyze the data. SPSS version 14 was used for the analysis.
Results
During the study period, 235 patients received health and psychiatric care, of which only 3 (1.3%) were TW. These patients (age mean 37.3 years) formed the study sample.
Sociodemographic and clinical variables of the patients included in the study are provided in Table 1 .
Discussion
The present study showed that in a span of 3 years in the "Programme for the Psychiatric Care of the Homeless Mentally Ill", only 1.3% patients were TW. However, it is a high percentage if we compare it with previous studies regarding the prevalence of homeless transgender people in an emergency hospital population in USA, which was 0.07% [9] . This could be explained because TW suffer behaviors such as labeling, separation, awareness of stereotypes and prejudices and discrimination. This stigma, along with SMI, is an important factor that prevents TW with SMI from seeking help. In addition, this stigma plays an important role in limiting the opportunities and access to resources of TW in several critical domains (e.g., medical care), while continuously having a detrimental effect on their mental health [10] . This fact is also evidenced in our study, being that despite having an SMI, none of our patients had a Disability Certificate.
Little is known about transgender womens' experiences accessing gender-segregated housing services, particularly services for homeless people. Only [7] . **Clinical Global Impressions Severity Scale [8] .
one of the three patients included in our study was housed in a gender-segregated shelter (the other two were in a situation of rooflessness). A recent study shows that exclusion from women-specific services had potentially severe adverse consequences such as homelessness and sexual violence [11] . And in this sense, all our patients had been victims of crimes while they were in a situation of homelessness. Two of the three patients included in our study were migrants. Stigma and discrimination harm the wellbeing of TW and contribute to migration from contexts of sexual persecution and criminalization. Yet migrant TW often face marginalization and struggles meeting the social determinants of health following immigration to countries such as Spain. Social isolation is a key social determinant of mental health that may play a significant role in shaping health disparities among migrant TW [12] . Researchers are beginning to document the experiences of TW forced migrants in settlement. However, studies exploring the perceptions of service providers working with this vulnerable population are limited [13] . These may shed light on the challenges of meeting the needs of TW forced migrants, especially mental health issues and problems [14] .
All our patients had been diagnosed with schizophrenia. In recent studies investigating the prevalence of psychiatric disorders among transgender people, major psychiatric disorders, such as schizophrenia, were rare and were no more prevalent than in the general population. Although many studies were methodologically weak, and included people at different stages of transition within the same cohort of patients, overall a recent review indicates that TW attending transgender health-care services appear to have a higher risk of psychiatric morbidity (that improves following treatment), and thus confirms the vulnerability of this population. Controversy exists as to if, and when, gender affirmative treatment should be offered to TW and co-existing psychosis. Concerns exist regarding regret afterward due to impulsive decision making, and deterioration of psychotic symptoms, but a recent study shows that gender affirmative treatment is possible and safe in this vulnerable population [15] .
Finally, only one of our patients had HIV infection. The discrimination and stigma that TW with SMI encounter shape HIV vulnerability. For example, condomless sex has been found to be associated with unstable housing and experiences of transphobia among TW [11] . The potential costs of excluding TW from health and housing services include increased HIV vulnerability through reduced access to HIV prevention services, and through homelessness and social exclusion that are structural risk factors for HIV [11] [12].
Conclusions
Little is known about TW with SMI, but we know that they suffer significant levels of discrimination, stigma, and physical violence. This stigma plays an important role in limiting the opportunities and access to resources in a number of critical domains (e.g., medical care, disability certificate, accommodation in shelters) while continuously having a detrimental effect on their mental health. Forced migration in TW with SMI, must be specially considered. In addition homelessness and social exclusion are structural risk factors for HIV in TW with SMI. Social, health and psychiatric care may moderate the effect of stressors on mental health, reduce social isolation, and build social networks.
Small sample size and retrospective nature of data are the obvious limitations of the present study, and prospective studies with a large sample are required.
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